History.-For the past two months the patient had noticed that his food seemed to stick at the level of the lower end of the sternum. Swallowing was difficult and painful. He had lost some weight.
On examination.-No abnorrnality was found. Barium swallow.-Barium was held up at the cardia. There was slight dilatation of the cesophagus. There was a large filling defect between the lower end of the oesophagus and the barium-filled body of the stomach. The appearances indicated a large proliferative growth of the cardia. Operation (22.5.47 ).-Regional block plus gas, oxygen and ether anaesthesia. Exploration of the abdomen through an upper left paramedian incision disclosed that the growth was mobile and that there were no metastases. The incision was extended transversely through the left rectus muscle and the chest opened along the eighth left intercostal space, the costal margin divided and the diaphragm split. The upper half of the stomach and lowest inch of the oesophagus were resected. The cesophagus was anastomosed to the body of the stomach in the left pleural cavity. The chest was drained through the ninth interspace and the incision closed.
Post-operative progress.-There were no complications. A barium swallow one month after operation passed down the cesophagus without delay or difficulty and there was no obstruction at the site of the anastomosis. The patient left hospital five weeks after operation.
The specimen.-A sessile, slightly lobulated tumour occupies the fundus of the stomach and projects into the lumen. The mucosa over the tumour is smooth and not ulcerated. Histological report.-Tumour composed of fasciculk of spindle-shaped cells separated by thin layers of collagenous tissue. The muscle immediately underlying the mucosa is compressed but not invaded. Within the tumour there are strands of cells indistinguishable from ordinary smooth muscle and the close connexion of the tumour cells with these suggests that they arise from them. The irregular nuclear size and hyperchromatism of many of the neoplastic cells suggest a degree of malignancy although mitosis is infrequent ( fig. 2 This case was shown on account of the uncommon nature of the gastric tumour and because it demonstrated the ease with which resections involving the uppermost part of the stomach can be performed when using an abdomino-thoracic incision. This approach is well tolerated even by elderly patients and does not necessarily entail a more complicated convalescence than a purely abdominal intervention. On examination.-Amblyopia right eye, right pupil smaller'than left; reacts sluggishly to light but well to convergence, and dilates only half-way with atropine. Marked neuroretinopathy on the right, less marked on the left. No wasting of shoulder girdle. Good motor power in both upper limbs, with no demonstrable sensory loss. Supinator, biceps and triceps jerks present but weaker op the right side. Superficial abdominal reflexes present.
Lower limbs-good glutei. Some wasting but fair power of extensors in both thighs, better on the right. Severe wasting of muscles of leg on both sides, with complete foot drop. Right knee-jerk present, left absent. Ankle-jerks absent. Plantar reflexes not obtained. Comments by Dr. E. Montuschi.-Diabetic neuropathy of the severity of the present case has been repeatedly described in the literature, but a marked polyradiculitis, with raised protein in the C.S.F. and an Argyll-Robertson pupil, are not common. We can find no reference to phrenic palsy in diabetic polyneuritis, although it has been described in alcoholic and other toxic neuropathies. There are no clues to any other wetiological agent but diabetes in our patient. 
